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Purpose of the Study 
CHAPrER I 
STATEMENT OF THE PROBLEM 
This is a study of the environmental factors which influence children 
to resort to the mechanism of running away with special note on the dis-
position of eight children committed to the hospital on that charge. The 
writer will attempt to answer the follolting questions: 
1) What are the contributing factors found in the runaway, the 
home, the school, and the community? 
2) What were the circumstances iliD'Ilediately preceding or surrounding 
the runaway episodes? 
3) \i.hat other problems other than running away did they present? 
4) What factors influenced the hospital in its decision regarding 
the disposition after the period of observation? 
Scope and Limitations 
The information used in this study was obtained from case records of 
the Children's Unit, Metropolitan State Hospital, Waltham, Massachusetts. 
There were only ten runaway cases committed by the courts for treat-
ment or observation under Section 100 of the General Laws, during the 
period of January 19.51 to January 19.53. (Of these ten, two had to be 
disregarded since in one case the CP~ld left the hospital before the 
social history could be taken and in the other, the child had been trans-
ferred to another hospital.) These cases were chosen because Metropolitan 
State Hospital provides for securing of social case histories of these 
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children comm:i.. tted by the court. 
No differentiation was made as to sex because of the small number of 
cases available, nor was any age set other than that of sixteen as the 
maximum age limit for commitment to the Children's Unit. 
No attempt to test the validity of the reco mendations was made, but 
rather an understanding of what factors in the home and parental attitudes 
influence the hospital staff in making the recommendations for treatment 
and disposition replacement. 
Method of Procedure and Sources of Data 
The material studied was obtained through the case study method, for 
which a schedule was prepared.1 The cases selected were read over, then 
sunnna.rized. 
\Vhen summarized, the cases were then analyzed to determine which 
factors would have some implications for the runaway behavior. 
Plan of Presentation 
A brief outline may be helpful in understanding the direction of the 
study. Chapter II deals with the history of the Children 1 s Unit and the 
court procedure for commitment of children to the hospital. Chapter III 
offers a background discussion on literature concerning children with the 
emphasis on the runaway. Chapter IV contains abstracts of the cases 
studied with their interpretations. Chapter V contains the summary and 
conclusions drawn from the material presented. 
!schedule used for this study may be found in the appendix. 
CHAPTER II 
METROPOLITAN STATE HOSPITAL CIITLDREN'S UNIT 
The Metropolitan State Hospital, located in Waltham, Massachusetts, 
is the newest unit in the state mental institution group of thirteen 
hospitals. It was built in 1930, and was originally designed to accommodate 
the overflow of patients from the other institutions in Massachusetts. In 
April of 1943, the hospital began admitting patients directly from the 
community. The hospital draws the bulk of its adult patients from seven 
cities and towns, thus serving a specific segment of the state. The 
annual admission in recent years approximates eight hundred, and the total 
patient population of the hospital is approximately two thousand.1 
Not until 1945 did the Commonwealth of 1mssachusetts establish 
separate facilities for the in-patient care and treatment of mentally ill 
children. Prior to that time, children in need of residential psychiatric 
care were housed in wards with severely disturbed adult patients. Occa-
sionally, a child was discovered in such sordid surrounding that the case 
became a state wide scandal. In 1939, there were one hundred patients 
under the age of fifteen scattered throughout the state hospital system.2 
With the ending of World War II, plans for a distinct children's unit were 
completed and approved under pressure of public opinion. 
Facilities for children were made available from the already over-
crowded medical and surgical wards of the Metropolitan State Hospital, 
/ 
lstatistics from annual admissions records at Metropolitan State Hospital. 
2commonwealth of Massachusetts Annual Report of Commissioner of Mental 
Health, Boston, 1939, P• 4. 
3 
a place which was in no way designed for children. Residential facilities 
allocated to the children then, as now, consist of three wards each with 
fifty beds; one for girls of all ages, one for smaller boys, and one for 
the boys over eleven, with the overflow of boys accommodated in the male 
adult wards. This set-up allows for no separation of the psychotic and 
less severely ill; the untidy brain-injured child from the infant. 
Other facilities include two enclosed outdoor playgrounds, one occu-
pational therapy room, two rooms used for group therapy and two school 
rooms. In addition, the cJ:>j_ldren share two bowling alleys, a gym, and 
four tennis courts with the adult patients. Great improvement is expected 
with the completion of the new unit especially designed to meet the needs 
of the children it is to house. The building is nearing completion and is 
expected to be occupied by December, 1953. 
The staff consists of the director, a psychiatrist, his assistant, 
one psychiatric social worker, one occupational therapist, one recreational 
therapist, two registered nurses, one student psychiatric social worker, 
two psychologists shared with the adult service and a staff attendant to 
care for the one hundred and sixty children in residence. The staff for 
the Children's Unit is based on the quota for tractable adult patients, 
with the addition of one school teacher to meet the needs of emotionally 
disturbed children. Despite the excellence of the staff members themselves 
and an extensive volunteer program, opportunities for treatment are clearly 
and seriously limited. 
The Children's Unit must accept all children connnitted thereto under 
Chapter 123, sections 79, 77, 51, 86, and at the staff's discretion, 86A 
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of the General Laws of the Commonwealth. The Unit performs a dual 
function for these children, both observation and treatment. A child 
is committed for a period of ten, thirty or sixty days depending on the 
legal papers used, usually to be observed during that time. If the child 
is found to be in need of further observation and treatment and plans for 
placement elsewhere cannot be considered, the staff may reco~nend further 
commitment. It should be noted here that in order for a child's stay in 
the hospital to be extended beyond the intially stated period, signature 
by parent or guardian on additional legal papers is required. If such 
papers are not filled out, the hospital has no power to detain the child 
under any circumstances. At the a ge of sixteen, the child automatically 
passes from the care of the Unit. 
Upon arrival at the hospital, the child is admitted by one of the 
psychiatrists, given a physical examination, and placed on one of the 
appropriate wards. Within the next few days, he takes an intelligence 
test, and at the request of a psychiatrist, projective tests. Each child 
has an electroencephalogram done. One of the psychiatrist works up the 
case, seeing the child as often as possible and studying the ward reports 
on his behavior over a period of time. In addition to this, the child 
may be seen by the social worker, or may be enrolled in one of the four 
group therapy sections (generally, only if he promises to be a long-term 
case). Before disposition the case, but not the child himself, is 
presented at a staff conference, and the knowledge of each person who has 
worked with the child is pooled. The conclusions reached are discussed 
with the family and/or interested agencies in terms of recommendations. 
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The hospital provides a schoolteacher for the children but attendance 
is not compulsory. Recreational facilities include bowling, skating, 
dancing, television, movies and games. In accordance to their ability, 
the children are given some minor job to do on the wards. 
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CHAPI.'ER III 
BACKGROUND INFORMATION ON RUNAWAYS 
Every year innumerable children run av-ray from home for no outstanding 
reason. Inspired by wanderlust, the more venturesome child leaves home 
to investigate the great, inviting world about him. Running away, in 
some instances, does not mean that these children come from poor homes, 
have inconsiderate parents, or have deep underlying conflict. They run 
away to satisfy their curiosity about the many places they have seen in 
the movies or read about, and to investigate the world which surrounds 
them. We are not interested in this group for this paper. Rather, we 
are interested in those children who have a conflict between them and 
their environment, and who express this conflict by running away. These ~ 
children seek to deny the experiences they have already encountered. 
They run away from the conflict and unhappiness of the home to some place 
that will offer satisfaction and happiness. This satisfaction and happi-
ness, however, is not found since the child carries with him part of the 
conflict--himself. 
There is one vi tal and dangerous aspect of running away and that is 
the emotional and mental condition which activates the running away 
rather than the act itself. The act represents only the defense mechanism 
of escaping an intolerable situation. Irritation may be physical or 
psychological, internal or external, real or imagined. According to Saul, 
"Man reacts to any and every threat or irritation in only two fundamental 
ways; by aggression, to destroy the source of irritation; or by flight, 
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to escape from i t.n1 The situation may have a reality basis, fear of 
physical harm, or mental conflict consisting of feelings of frustration, 
anxiety, or guilt. 
Invariably, studies in human behavior have pointed out that the 
family is of primary importance. Having established the importance of 
the family relationships, the next step is to see how they relate to 
runaway behavior. 
Parental coldness and rejection are insufficient cause; these 
are non-specific stimuli. The child of six, sensing coldness and 
rejection, may say angrily: 1You don't love me--nobody loves me--
I hate you alll' Then, and not infrequently, the specific stimu-
lus may be applied by the parent: 'Very well. Why don't you pack 
your bag and go live some place else if you think we're so awful. 1 
The suggestion to 'run away' comes more frequently from inside the 
home than outside, for rarely do small children tell their friends 
that their parents are 2mean 1 , or get suggestions from other 
children to leave home. 
From the authorities cited, we found that careful examination of 
parents and children in cases of the child 1 s running away revealed that it 
was the parents who unconsciously provided the specific stimulus for the 
frictions, impelled by such motives as need for vicarious gratifications, 
hostility, or both.3 
It is usually the family from whom the child is escaping. There may 
be a reality factor, fear of bodily harm or mental conflict. Mental con-
flict arises when the child is unable to have satisfactory life experiences. 
Resisting domination by others is an early characteristic of 
the child who strives to get his own way in opposition to the 
commands of the others. The infant shows he has a will of his 
lLeon Saul, Emotional Maturity, p. 5 
2Adelaide Johnson & s. Szuek, "The Genesis of Antisocial Acting out in 
Children & Adults," Psychoanalytic Quarterly, Vol. XXI, No. 3, 1952 
3Ibid 
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own. Habits of obedience along certain lines and to certain 
persons are formed early in a properly trained child. Outside 
these limits the child's independence is innately present and 
ready to be awakened by any attempt to dominate him. The 
independent spirit is native in man and grows with years. In 
responding to other people, self-assertion is the basis for 
quite a number of queer emotional states. Shame, sulkiness, 
peevishness, stubbornness, defiance, all ge with the wounded 
self-assertion under different conditions. 
Other reasons within the family are breaks in the family constella-
tion when the child was quite young, faulty mental hygiene, low vocational 
status and resulting poverty, the neglect due to mothers working, and 
physical defects. Step-parents, younger step and half-siblings also indi-
cate the type of familial break in the runaway's family. The scP~ol 
environment is usually not a healthy one or a profitable one for these 
youngsters. 
Not only does the family enter into the reasons for a child running 
away but also the school must be included. In a study by Clairette P. 
Armstrong, the findings in regard to school work revealed that only 
forty-five per cent of runaway boys were working at capacity. It was 
found that the runaways, to a large degree, were misgraded and working 
to the least of their native ability. Unlike the average boy the great 
majority in the runaway group are not graded according to chronological 
or mental age.5 
Even though running away may not lead to criminality, deserting the 
home is not only considered delinquent but also, atypical behavior. The 
4R. S. Woodworth, Psycholo~, pp. 163-64 
5clairette P. Armstrong, 6 Runaway Boys, p. 58 
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definition of runaways as given by the National Probation Association is: 
Those boys and girls who live outside the jurisdiction of 
the juvenile courts where they are apprehended and who have 
apparently left without the knowledge or consent of their parents 
or guardians.6 
All too often, running away leads to other delinquencies such as 
stealing, probably for self-preservation. For a boy or girl alone in 
the world, because of the strong force of self-preservation, will at 
least get food by either fair or unfair means. Generally, running away 
automatically involves other offenses, disobedience at home and truance 
from home. The runaway with the problem of "a hand to mouth existence" 
is also in danger of moral degeneration, ill health, a defeatist attitude, 
and the psychological effect of wandering which may make him strongly 
dependent upon others for his needs. Since the child who runs away is 
already having mental conflict, he is unable to cope with the problems 
of the strange, new types of people and environments. Children have 
many needs and desires to fulfill and satisfy. Sometimes they satisfy 
these in socially acceptable ways, but at other times in ways that cause 
society to brand such indi viduals as criminal or delinquent. 
As the child enters into the early adolescent age, about twelve to 
fourteen, he begins his battle for independence. He rebels against his 
parents and all t hey believe and stand for. Even though the adolescent 
wants his independence, he still wants parents who will set reasonable 
limits on his behavior.? In adolescence, the child begins to face t he 
6Edith G. Neisser, "The Job of Being a Father," Hygeia, November 1949, 
p. 790 
7Ibid 
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problems of adulthood. He is troubled by both psychological as well as 
social forces which expect him to take over an adult role and yet remain 
dependent. The adolescent may protest for his independence but does not 
want complete freedom. 
A stable and secure home life is a must for the development of a 
balanced child. This necessity is often weakened by the absence of one 
or both parents from the home. It is felt that a child can overcome one 
or two handicaps, but if the child is mentally retarded, there is no 
known father, immoral mother, a dirty, overcrowded home in a poor neighbor-
hood, nearly every factor in his environment may seem to work against him. 
It is this group that makes up the bulk of children who get into trouble 
and are brought into court. The majority of these court-committed cases 
fall into the category of Primary Behavior Disorder of Childhood, which 
is defined: the disorder is not secondary to any disease or defect of 
the nervous system or to other pathological states.8 The minority of 
court-committed cases are those psychosis connected to damage to the 
central nervous system. 
Running away is a method of escaping conflict. It is a combination 
of factors in the environment which thwart the natural urges. Some of 
these are: an emotional crisis, rebellion against home conditions, a 
dissatisfaction with school life, a too complex social life, a fear of 
discipline, failure to achieve certain goals, rivalry and a search for 
own parents (when a child is in a foster placement). The home is no 
8Minna Field, "Maternal Attitudes Found in 25 Cases of Children with 
Behavior Primary Disorders, 11 American Journal of Orthopsychiatry, 
Vol. X, 2, P• 293, April, 1940 
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longer a haven of security, comfort or opportunity. To solve his con-
flict he runs away. 
The runaway child, in all the cases presented, came from a home 
where he had been denied a satisfactory life experience. Deviation from 
a desired pattern of both parents or foster parents were found in every 
case. All children need the feeling of being wanted, belonging to a 
family that loves t hem and to have the feelings of security that mature 
parents can give t hem in their effort to establish their i ndependence. 
Usually, if these are denied, the child will solve his conflict in some 
socially unacceptable behavior. 
12 
c~mn 
PRESENTATION OF CASES 
The age of the individual and the marital status of his parents 
are presented as they were at the time of admission. The age range 
is from eight to fifteen. There are four girls and four boys. 
The cases are classified as to disposition of where patients 
would be placed. Classifications are those who would remain in the 
hospital, those returning to own home and those placed in a foster 
home or group settings. 
The sun~ies, it is hoped, will enable the writer to point out the 
similarities and differences in the background of these children as they 
relate to their running away. Taken into consideration will be the 
findings of the medical and mental examinations, results of the intelli-
gence test, as well as the information resulting from the social histories 
taken while the patients were under observation. Each case is followed 
by a brief interpretation in terms of the thinking of the hospital staff 
as it influenced recommendations for disposition and for treatment. 
Cases recommended for continued observation 
Case #1 
Kenneth D. was admitted to the hospital in July, 1951, 
at the age of eight. At the time of admission he was in 
school. He has done well in his school work, but was in 
constant conflict with his schoolmates and usually attacks 
those younger than himself. He also has a history of nail-
biting, bed-wetting and masturbation; is a pathological liar 
and seems to get pleasure from that type of exhibitionism. 
Patient was committed to the hospital for observation because 
of numerous runaways. He is conuni tted to OCG. At first he 
made a fair adjustment in the foster home, but reverted to his 
asocial and unaccountable behavior. His recent escapades have 
been to go away by himself and remain overnight or days. OCG 
felt he should be sent to this hospital for observation. 
Patient's mother completed the second year of high school 
and then worked for a short time as a kitchen maid. She had 
had five illegitimate children of whom patient is the fourth. 
She was committed to the reformatory for women in Jcu~uary, 
1940, when she abandoned her second illegitimate child in a 
private boarding home. In 1944, she was discharged from her 
position in a private family for stealing and associating late 
at night with service men. She was subsequently placed in the 
House of the Good Shepherd. There she was described as a good 
worker with a very co-operative attitude and very outgoing 
manner. In 1944, she was discharged from there and since haa; 
disappeared. 
There is no record of patient's alleged father. 
Patient was the fourth of five illegitimate children. He 
was born in Boston in July, 1943. He walked at the age of 
thirteen months and had stable toilet habits by the time he was 
three years old. In 1944, he was committed to OCG from the R 
Court on a charge of being a neglected child. He was placed 
in several foster homes where he did not adjust. 
Patient is Catholic but rarely attends services. He has 
made a fair adjustment at the hospital. He gets along well 
with the other children, but is still very nervous, bites his 
fingernails and masturbates. The psychological test, the 
Wechsler-Bellevue, shows a verbal scale IQ of 108; a perfor-
mance sc~le IQ of 101; and a full scale IQ of 105. He was 
also given the Goodenough Drawing Test on which he achieved a 
mental age of 6-6 against a chronological age of 8-0 with an 
I Q of 81. He was diagnosed as primary behavior disorder with 
conduct disturbance. Recommendation was made that patient 
should be placed on a voluntary commitment for further observa-
tion in order to receive group therapy. Re-evaluation of this 
recommendation was made in February, 1952, and it was decided 
that patient had since made a good adjustment and placement in 
a foster home where he would receive sufficient warmth and 
understanding. Siblings have all been placed by OCG. 
Discussion 
The impression is primary behavlor disorder manifested by nail biting, 
masturbation, enuresis and running away. Recommendation 'vas that this 
child be voluntarily committed to this hospital for further observation. 
This boy resorts to running away from the intolerable inner feelings 
of insecurity and rejection. He was the fourth of five illegitimate 
children and his mother so neglected him that he was committed to DCG in 
1944. He was unable to make a satisfactory adjustment in any one of 
sever al foster homes because of his behavior. Patient is confused about 
who his mother is as a result of his numerous placements. Due to his 
many foster homes, he feels rejected, ~~oved and insecure, and expressed 
this in his behavior. The effect of his numerous placements has caused 
him to become mildly anxious and depressed with the result that he now 
has several neurotic traits. 
Case #2 
Janice P., a large fourteen-year old girl, was admitted 
to the hospital in June, 19.51. She had been at the MSPCC Chil-
dren t s home since September, 19.50. During this time she was 
studied at length at the JBGC and upon their recommendation 
was comm:i.. tted to this hospital. She has run away from the 
f6ster home because she did not like it there. She took great 
pride in herself in that she was able to run away so frequently 
and . stated she would do it again if given the opportunity. She 
states she was worried over exams , decided to take them, then 
run away. She has completed the second year of high school. 
She is Protestant, but does not attend services. Her economic 
status is a marginal one. 
Patient's mother has deserted the home which had been 
broken up and all the children have been placed. Mother married 
when she was sixteen years old and always was very inadequate-
the home was filthy and the children were not properly cared 
for. 
Patient was always the one who did .the hard work for the 
family and had a very definite attachment to her father in 
that she has tried to play role of wife and mother. When the 
mother deserted, the patient felt that she could carry on and 
was very much upset when a Mrs. J., a friend of patient's 
father, took the whole family into her home. Patient calls 
this woman her stepmother, but they did not get along. Patient 
then went to live with an older woman, who is a retired chemist. 
For a while she was happy, but later thought that this woman 
did not appreciate her enough, apparently took some money and 
returned to Mrs. J 1 s home. Mrs. J. felt that she could not do 
anything with patient and the welfare department was called 
upon for help. They had her placed at the Nickerson Home in 
September, 19.50. It became apparent that the girl was very 
disturbed-she was crying, walking in her sleep, and had a 
great many paranoid ideas. She felt that she had been rejected 
by her mother because during the court proceedings the mother 
stated that she was the only one of the children that she did 
not want. At a conference at JBGC, it was felt that patient 
vms very much disturbed and probably borderline psychotic, 
t~~t she should not be placed in a foster home, but should 
remain at the N Home and receive psychotherapy. This was 
carried through and the patient has had a difficult time-
her difficulties have been many, but mostly a matter of adjust-
ment with the other boys and girls and with the counselors. 
Patient forms attachments wi. th older women. She had run away 
and had become involved in promiscuous relations with taxi 
drivers, sailors, and older men. 
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A week previous to admission to this hospital, she ran 
army and was picked up in W; not nru.ch is known about what 
happened to her, but she said she picked up rides. The inten-
tion has always been that she wants to go home. Although there 
is no home, patient clings to the fantasy that there is a home 
and that she has a father and mother. She goes through phases 
which are somewhat suggestive of manic depressive, gets euphoric 
and hyperactive, then her voice will change. In one instance, 
when she was interfered with in her work, she threatened a 
woman and attacked her with a butcher knife. Treatment si tua-
tion has been a difficult one-she was seen twice a week at 
JBGC until last January and improved considerably, but she 
returned to Mrs. J. at that time and there was a flaring up of 
old hostilities. She has felt that different ones in the home 
have turned against her and has told examiner that she did not 
want to see her as she was the only one who was keeping her in 
the N Home. Janice claims that no one likes her at the N Home 
and also has accused the janitor of touching her and exposing 
himself to her. There is no reality to these claims. 
She has scored on the Wechsler-Bellevue, a verbal scale 
I Q of 104, performance scale IQ of 114 and a full scale IQ of 
109. On the Cowan Adolescent Adjustment Analyzer, the profile 
suggests a girl who is beset by many conscious fears. She has 
stage fright, fears people may talk about her, worries over 
mistakes, etc. She is also aware of many conflicts in her 
family relationships, in fact was 'quite frank in discussing 
some of these. Her mother, she explained, never cared for her 
and they never got along well together. Much hatred is expressed 
by patient for her mother. Parents have nagged her, whipped 
her when she did not deserve it, and an older brother and 
sisters have been 11 extremely bossy. II Conscious feelings of 
inadequacy also plague her. At times she has felt stupid, and 
is of ten afraid that she may do something wrong. 
In patient's family there are eight siblings. An older 
sister was involved in some rape episode and sent to a school 
in New Hampshire. Patient's oldest brother was also involved 
in sexual relations with the oldest sister and with patient. 
He was sent to Connecticut for a short time but is now working 
near Boston. Patient is the third child. The five younger 
children have all been placed. 
Recommendation was made that she requires longer hospi taliza-
tion with intensive psychotherapy since she is very disturbed. 
Diagnosis was made as psychoneurosis: mixed type. 
Discussion 
The impression of this case is that the child is psychoneurotic: 
17 
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mixed type, which is manifested in her running aVIay, her attacking others 
with dangerous objects, and her promiscuous relations. Recommendation 
was made that since this girl is disturbed, she requires long hospitaliza-
tion with intensive psychotherapy. 
Patient runs away from foster home with the intention of returning 
to a home and parents that exist only in her fantasy. Patient feels that 
she has been rejected by her mother and this is substantiated when at the 
court proceedings her mother stated that patient was the only child that 
she did not want. 
DynanQcally, the child is trying to get the love of the father, but 
is not succeeding and has been supplanted by the father's housekeeper. 
This has led to considerable acting out which has diminished greatly in 
the hospital. It is felt inadvisable that this child be returned to her 
father's home since she is t~Jing to supplant the housekeeper and is not 
succeeding. This would only cause further frustration. Patient has 
many conscious feelings of inadequacy related to the unsuccessful attempts 
to ~ke over wife and mother role with her father. 
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Ca-se (13 
Caroline M., is a thirteen-year old girl who is at present 
sullen, belligerent, anxious, depressed, blocked and withdrawn. 
She was admitted to this hospital in July, 19.52, having been 
referred here by the YSB which felt that patient had a pre-
psychotic personality and that she needed psychiatric care arrl 
treatment. Patient was committed to the YSB after being re-
turned by a truant officer after having run away from home for 
three days. Patient was thirteen at time of admission and is 
still in the hospital. 
Patient's father is employed in a steel products company 
and earns sixty-five dollars per week. In the past he has been 
accused by patient 1 s mother of gambling, drinking and physical 
abuse, but now she states that he is a good provider and has 
some sterling qualities although prone to violent temper outburst. 
Patient's father was in court in 1937 for selling contraceptives 
and received three months' suspended sentence. Father has a 
somewhat restrained manner in his dealings with others. 
Patient's mother is fifty years old, fairly a~tractive and 
fairly intelligent; appears intense and dramatic when describing 
difficulties with patient. There is a strong undercurrent of 
hostility toward patient in mother's almost incessant flow of 
speech. Since 1921, mother has had six hospitalizations for 
mental illness--the picture has been one of anxiety, confusion, 
agitation, depression and ritualistic behavior--the diagnosis 
was maP~c depressive. When in remission, she is described as 
active, energetic and efficient. She attended high school for 
one year and worked in various clerical capacities prior to 
marriage; worked in the Navy Yard during the war. It is stated 
that her drive for social and economic status has precipitated 
violent arguments in the home. 
Patient is the third of four living children and the others 
have made satisfactory adjustments according to the mother. Al-
though there are no details about patient's birth; mother has 
always held patient responsible for her mental condition; her 
birth was preceded and followed by an intense psychic disturbance 
of the mother. While mother was on parole from a hospital in 
1939, she attacked patient who was then an infant, biting her, 
swinging her by the heels and slamming her down until she was 
unconscious. Patient had a mild convulsion later in the day 
but cerebral injury was ruled out by the doctor at that time. 
Patient was then placed in a foster home and is said to have 
had screaming spells, temper tantrums, and inordinate appetite. 
Other developmental history was considered average. 
In school, patient has progressed in an average fashion 
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except for her conduct; she had to repeat the sixth grade and 
was expelled vrl1en she completed the seventh grade because she 
violated the rules of the school and flouted authority. Mother 
has received complaints from storekeepers that patient stole 
things and stoned their windows. It is stated that she has 
worn her mother's best underclothing, taken her sister's best 
clothing, painted her face like an Apache and sauntered down 
the street in a most sensual manner. She has initialed her 
thighs wi. th pins and colors. Mother claims that she allows 
herself to get so dirty that she has to be forced to take a 
bath. Mother has been told that patient has been seen in huts 
with boys. In July, 1952, she ran away from home for three 
days and nights, and when returned by the truant officer, she 
acted boldly. He advised mother to take her into court on a 
charge of delinquency which she did. Patient's IQ on the 
Standford Benet is 87. · On the Wechsler-Bellevue test, she 
scored on the verbal scale an IQ of 90; performance scale IQ 
of 105 and full scale IQ of 97. Test on personality question-
naire shows an awareness of resentment toward family authority 
and repressed resentment toward nonfamily authority. She is 
somewhat mature for her ·age and has some feelings of inadequacy; 
also conflict with respect to family relations exist to some 
extent. 
The diagnosis for this patient was schizophrenic reaction, 
chronic undifferentiated type. Recommendation was that patient 
should remain in hospital for treatment. Patient has recently 
made a satisfactory adjustment to the hospital. She has assumed 
certain responsibilities on the ward and takes a great interest 
in the smaller children. 
Patient's religion is Catholic and she attends church 
regularly. Her economic status is a marginal one. 
Discussion 
Patient has a long history of creating a disturbance which is 
characterized by running away, temper tantrums, school difficulties, 
stealing and rebellion against authority. Some behavior has bordered 
on the bizarre, with respect to secreting of clothes, bathing habits and 
possible self-mutilation attempts. 
Patient feels rejected by the mother who blames patient for mother's 
mental condition. Home life is marred by many violent arguments between 
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parents particularily concerning the family's social and economic status. 
Father expresses an aloofness toward the family except for his violent 
temper outbursts. Patient is aware of the resentment toward family 
authority but represses resentment toward nonfamily authority. She has 
many feelings of inadequacy and conflict with respect to family relations. 
Patient was diagnosed as having a schizophrenic reaction, chronic 
undifferentiated type. It was recommended that she remain in the hospital 
for treatment. 
Case #4 
Charles J. is a quiet withdrawn, fifteen-year old, colored 
boy, who was born May 9, 1937. A teacher's report in 1948 
shows that he is quick-tempered, obstinate, disobedient, secre-
tive and uncontrolled. He is constantly picking fights and 
would torment and disturb the more industrious children in the 
class. He is not a truant, but rather a regular attender at 
school. Charles states that he runs away because he wants to 
run away, that his father won't let him have privileges, that 
his father wants him only to make him work, and that his father 
won't let him go out even in the daytime. Father states that 
the boy will not work at home or stay around the house. 
Family history indicates that patient's father came north 
from Arlington, Virginia, in 1946, after an unsuccessful 
marriage. He is probably of average mentality, but had a 
limited education attending school for about three years. He 
is a handy man by occupation, working for himself. He stated 
that he and patient's mother were happy for the first four 
years of marriage, but the next eight years were difficult. 
After thirteen years of being separated due to his job, he dis-
covered that she had been unfaithful and made it a permanent 
separation. It is felt that patient's father is sincere and 
hardworking with good intentions. 
Reports indicate that patient's mother had a brief educa-
tion of three years, assorted employment and then married 
patient's father. One report indicates that she bore her first 
ch..ild when fourteen-married at nineteen. She still lives in 
Virginia. 
Patient is youngest of three children, who are still 
living, and the only boy. One sister is married and the other 
lives with patient and father--attend school. There are three 
children deceased. Patient was a full-term, normal delivery 
baby who has never been seriously ill according to the father. 
He received a head injury at five years old when he struck his 
head on the bottom of a stationa~- vehicle. He was hospitalized 
for t wo weeks and released as having no serious head injuries. 
On another occasion, patient is said to have fallen out of a 
tree, but was not hospitalized. He attends trade school. 
Patient is a poor student with a reading difficulty and is a 
behavior problem in school. Complaints have been made that he · 
exposes himself occasionally and frequently suggests exposure. 
He is described as a quiet, timid, withdrawn boy who is co-
operative and friendly, but is very anxious and inarticulate. 
Charles was first committed to this hospital in 1948 for 
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observation and regularly committed in December, 1948, as it 
·was felt that he needed further care and treatment. Diagnosis 
at that time was traumatic psychosis: post-traumatic personality 
disorder. On the psychological test, W'echsler-Bellevue Form 2, 
he achieved a full scale I Q of 85. In February, 1950, patient 
was allowed to leave the hospital on visit and permission was 
given through DMH for him to go to Virginia in the care of his 
married sister. Patient returned to Boston from Virginia at 
the request of that city's court as it was felt that he would 
be committed to a reformatory if he remained. A stubborn child 
complaint was made out by his father in June, 1952, which re-
sulted in patient's being sent to YSB Home while case awaited 
disposition. However, in August, patient set fire to his 
mattress, barricaded himself in his room and threatened an 
attendant with a knife. He was then sent to city prison for 
safekeeping. He was released to his father but was picked up 
by the poli ce because of stealing. Court ruled him a deliquent 
due to running away and he was then committed to this hospital 
in October, 1952 at the age of fifteen. His diagnosis at this 
time was the same as . the one given in 1948. At the hospital, 
Charles reveals that he has poor control over his emotions and 
is reckless at all times. The hospital did not feel that 
patient would make a good adjustment with his father. The 
recommendation was that patient be regularly committed in order 
to receive treatment. 
Patient has been known to the Boston Public School, 
Juvenile Adjustment Department as a behavior problem. He does 
not make any progress and the school feels as though this is 
just an act to attract attention. 
Patient comes from a home that is of marginal economic 
status and is a Protestant by religion. 
Discussion 
Patient was diagnosed as having a traumatic psychosis: post-traumatic 
personality disorder. Recommendation was that patient should remain in 
hospital in order to receive treatment. Patient reveals a very unsatis-
factory relationship with his father, whose authority he resents. Rebel-
lion against nonfamily authority, acute inadequacy feelings and abnormal 
reliance upon escape were also suggested by his behavior. 
Patient is a product of a broken home. His father and mother have 
23 
been separated £or over thirteen years. It is not clear why patient 
does not return to live with his mother since he is unable to adjust to 
living with his father. It can be assumed that his mother does not 
want him since his father is willing that the patient live elsewhere. 
School does not seem to bother patient since he regularly attends. 
Although he does not truant, he acts out during his classes posing a 
behavior problem to his teachers. 
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Case #5 
Philip R. was born on December 15, 1942. He entered this 
hospital in June, 1951, a few days after he ran out of the 
house at 3:00A.M. following a violent argument with his 
mother. It was felt that he should be sent to the hospital 
for a period of observation. 
Vfuen patient was five years old, his father died of yellow 
jaundice and r heumatic f ever. He had been ill for several 
years before he died. When he was able to work, he was employed 
for a while in a woolen mill and then drove a car back and 
forth to the mill for workers. 
Patient's mother went as far as the seventh grade and 
was married at seventeen. She had been workLng but has been 
laid off. She was to be married in two weeks when this scene 
occurred with the patient. The patient's change in behavior 
became apparent some few months after the sui tor entered 
mother's life. Although patient has never displayed any 
violence or displeasure toward the suitor or to his sister, 
he has shown them toward his mother. Patient's sister is 
sixteen and according to the mother is well adjusted. 
Mother states two years ago difficulty began when she 
had to sell her house. The woman who bought it became quite 
upset and angry whenever he made the slightest noise. Patient 
became very much afraid and refused to go upstairs to his home 
unless his mother came for him. He would not go into closets 
or into the cellar. He began to become seclusive and did not 
like to play with the other boys claiming that they would hit 
him. Mother admits that perhaps they did hit him at times. 
Mother had had him to several doctors and only brought him 
here when she did not know what else to do for him. He was 
not sleeping well and finally had to be put in the mother's 
bedroom. At first, he slept, but after a while did not sleep 
at all. As f ar as illnesses are concerned, he had always been 
heal thy. Three years ago he was hit by a car and had a lump 
on hi s head, but x-rays were negative. Mother states that 
there Yvere no past mental illnesses as far as she knows in 
either the father's or her family. 
Patient's birth and early development are said to have 
been normal. He entered school at the a ge of six and did well 
until about a year ago; he has been kept back in the third 
grade this year. Recently he was excluded from school because 
of his violent behavior. His mother states that a distinct 
change in his behavior was noted in June, 1950, when he began 
to stare blankly into space, often grinning and laughing 
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foolishly without apparent cause. He has been seen in the 
out-patient department of St. Luke's Hospital. A few months 
ago an EEG was done at Children's Hospital and a diagnosis 
of petit mal epilepsy was made. Anti-convulsive medication 
has been tried with practically no improvement. There is 
some question as to whether the diagnosis of epilepsy has 
been established clinically. Patient has been very disturbed 
both in school and at home. Most of his violent behavior is 
directed towards his mother who fears for her own safety. 
Patient is Catholic and he comes from a marginal income 
family. 
In August, 1951, patient was given the Porteus Mazes 
test and attained a test age of 6 1/2 against a chronological 
age of 9-10 with a test quotient of 66. The Bender Visual 
Motor Gestalt Test was also given. In the Psychologist's 
report, it was summarized as follows: "Pronounced mood swings 
were not discernible today and the patient was quiet and co-
operative. The Bender test suggests a disturbance in the 
visual motor efficiency while the Porteus Mazes indicate a 
lack of preconsideration and foresight, and erratic function-
ing. There were no bizarre responses." On the Wechsler-
Bellevue, patient scored a verbal scale of 74, performance 
scale of 76 and full scale 72. On the Goodenough Drawing 
Test patient's mental age was 6-9 and an IQ of 69. It is 
interesting to note that on a Standford-Benet test in 1951, 
patient's IQ was 85 whereas two years ago his IQ was 95. 
Tester remarks both written and verbal indicate a definite 
intellectual deterioration. 
In psychotherapy, patient brought forth that he ran away 
from home and his mother because the "Germans" were after him. 
He stated that he is in the third grade in school, but does 
not go any more because he was kicked out--"they don't want 
me anymore." He states that he lives with his step-father, 
mother and sister and he would like to return home. 
Patient was diagnosed as having psychosis association 
with organic changes of the nervous system; with other brain 
or nervous disease. (Etiology undermined-Petit Mal.) Recom-
mendation was made that patient should be regularly committed 
to this hospital in order to receive further treatment. 
Discussion 
The impression psychosis association with organic changes of the 
nervous system was manifested by this patient in his violent behavior 
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both at school and at home. Most of his violence has been directed 
towards his mother who fears for her own safety. Patient was brought to 
this hospital after having run away from home after a violent scene and 
had been apprehended by the police. 
Patient's father died when he was five years old. His mother met a 
man two years ago who became her second husband. Since that time, an 
apparent change in his behavior has been noted. This seems to be a case 
of an unresolved oedipal situation. Patient has had his mother to himself 
for many years and was replaced by her second husband. 
Patient has done well in school until a year ago; when he was held 
back in the third grade. He was later excluded from school because of 
his violent behavior. 
According to the psychiatrist's report, patient is probably suffering 
from brain injury. The situation is probably aggravated psychologically 
by the sick father at the time of the patient's birth and the mother's 
marked feeling toward patient. The psychological test reveals that both 
written and verbal exa~nations show a definite intellectual deterioration. 
Recommendation was made that the patient remain in the hospital on a 
regular comm~itment for further treatment. 
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Cases recommended for foster home or group setting placement 
Case #6 
Amy J. is a dark haired, slender girl who is rather attrac-
tive. She was born on November 24, 1938. She seems extremely 
sophisticated in some ways but in others quite childish. 
Patient was brought before court as a delinquent child in that 
she ran away and was ref erred to this hospital in November, · 
1952 for observation. Patient and four other fourteen year 
olds were hanging around at night with boys and their conduct 
was questionable. Although only thirteen, patient is considered 
the ring leader of this group. 
Patient's father graduated from grammar school then worked 
as a truck driver. He was brought before court as a delinquent 
child for ringing a false alarm; later on a CP~rge of larceny 
and placed in the Industrial School for Boys. At nineteen, he 
married patient's mother and divorced her in 1947. He is re-
married to a divorcee. There is some question of mental disease 
in his background. 
Patient's mother had an average childhood with nothing 
outstanding either one way or the other until she was about 
ten. At this time, her older sisters were misbehaving and 
were considered prostitutes. In December, 1929, a stubborn 
complaint was filed when she and a friend were picked up by a 
taxi driver, taken to a house and criminally assaulted twice 
by t wo men. In October, 1930, she was brought to court as a 
truant and shortly thereafter for a fornication and larceny 
charge. She was committed to the Industrial School for Girls 
where she did well and completed the first year of high school. 
Vlhen eighteen, she married patient's father. Vlhen friction 
developed, mother went away deserting her children not once but 
several times. She met Mr. N. at this time and lived with him 
as though married. In the meantime, she had been brought 
before the court for the neglect of her minor children and 
received a m1spended sentence. Later she was arrested with 
Mr . N. for lewd and lascivious cohabitation and comnutted to 
Framingham. Her mental age is high average. She has leader-
ship qualities and was considered an able person. In spite of 
her past, the woman makes a good impression and her cluldren 
are fond of her. She is somewhat domineering but is usually 
pleasant. 
There are four siblings in the patient's family. All had 
been placed with the LCG. The three oldest show some maladjust-
ment. The youngest was adopted by foster parents and has 
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adjusted well. The two half-siblings seem well adjusted. 
Patient started school at the age of six while she was in 
the care of DCG and did very well academically. The school 
record shows that she was a behavior problem. At seven, she 
was described as boy crazy and stole small articles from the 
other children. She was promoted regularly each year in spite 
of the change in schools until last year when she had to repeat 
the seventh grade. Just recently she has been excluded from 
school because of pediculosis but this has cleared up. She is 
now in the seventh grade. Her psychological test, the Wechsler-
Bellevue, reveals a verbal scale of 91, performance scale of 
102 and a full scale of 95. 
Patient is described as a defiant and determined girl. 
She adjusted well in her foster home, however, and still writes 
to her foster mother. After returning to her father, she 
became unmanageable and difficult. Stealing which started 
when she was seven still persists. She states that she likes 
her father and that her step-mother is all· right. She doesn't 
like her step-father but wants to remain with her mother. 
During the summer, she stayed with a woman and did housework. 
In August, her mother became ill and thought she had to have 
an operation for a tumor. Without consulting the court she 
arranged to place all the children including Amy with their 
father. Although the other children get along well with their 
step-mother, patient does not and did not want to go to live 
with her. There was considerable friction and she went back 
and forth between the two homes. This finally culminated in 
her going to the home of a friend where she remained overnight. 
AwJ herself seems confused and ' feels insecure. With a few 
tears, she accepted the decision that she could not go home and 
was placed in a foster home. After remaining there a few days, 
t he judge decided she should be placed in the MSFCC Home. On 
t he first night she ran away from this Home. Each time, she 
gave as a reason that she wished to be at home with her mother 
overlooking the fact that when she was at home this summer, 
she ran away. 
Patient is Episcopalian and goes to church. She is in 
t he confirmation class and will be confirmed this year. Her 
economic status is a marginal one. 
Patient was diagnosed as having an adjustment reaction in 
adolescence. It was recommended that she be kept on an out-
patient basis .with probation being maintained and eventual 
placement in a supervised setting away from her own home. 
Patient was discharged after one month from this hospital. 
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Discussion 
Patient is a fourteen-year old girl who was referred to this 
hospital by the court on a charge of being a delinquent child. Patient 
was placed with DCG at the age of four and adjusted well in her foster 
home. When at the age of seven she was returned to her father she 
became uncontrollable. At this time, she also began to steal which 
persists even today. She claims she rlli~s away from the foster home to 
her own home. She has never remained for any great length at any one 
home. She keeps searching for a home that does not exist. This has 
caused her to feel confused and insecure. 
Although patient has changed schools several times, she has 
progressed fairly well. 
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Case #J. 
Andy w. is a Negro boY who was born September, 1940. The 
reasons for commitment were: fellatio with older boys for the 
past four years; impulsive bizarre type behavior; silly inaP-
propriate smiling; runaway; attacks younger children, especially 
girls; repeatedly drinks muddy water from the street and also 
horse feces; recently has been exhibiting himself before window 
saying, "Want to see a free show?" Admission date for this 
patient was April, 1951 and his age was ten. 
Family hist ory indicates that patient's father is unknown. 
Patient's mother went to New York when quit e young, became 
pregnant and returned home to give birth to patient. Later she 
returned to New York refusing to take patient with her and 
threatened to kill him if forced to do so. Maternal grandmother 
is employed daily and home conditions are not regarded as satis-
factory because of lack of supervision for patient. Grandmother 
has been quite upset about patient 1 s behavior, but would be 
co-operative as to planning for him. She legally adopted patient 
in 1944. Family is Baptist and patient regularly attends church. 
The economic status is a marginal one. 
There was no information given as to patient's birth and 
early development. Grandmother at first had a woman to care 
for him as she was working. Later he was placed in several 
f oster homes. From what can be found out, he was an easy baby 
to car e for and had a normal childhood. In 1946, he was tested 
in the first grade and his IQ· was given as 91. When he wae 
six, a neighbor complained that he was ilidulging in sex 
play with her son and threatened drastic action if something 
was not done. It was then arranged that patient go to North 
Carolina to live with the maternal great-grandfather. When 
the grandfather died a year and a half later, patient was sent 
to an orphanage where he remained until 1950 at 19hich time he 
returned to live with his grandmother. Patient is said to 
have been troublesome while in North Carolina and had admitted 
homosexual behavior while at the orphanage and while living 
with his great-grandfather. This behavior has continued with 
boys in his neighborhood and he has been a behavior problem 
at school. 
Grandmother speaks with a good deal of bitterness of how 
patient's own mother rejected him. All the mother wanted to 
do was to dance and drink. Mother purposefully fell down stairs 
when pregnant in order to get rid of patient. Patient has been 
shifted from one place to another and has been on the grand-
mother's hands all his life and she is not pleased about it. 
Grandmother has tremendous feelings of ambivalence; it is not 
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all rejection although that is parruoount with the way this boy 
is acting. 
Psychological tests reveal on the Goodenough Drawing Test 
that patient's IQ is 83. On the Wechsler-Bellevue, he scored 
a verbal score of 101~ performance of 79 and a full scale of 
90. Rorsckach reveals a neurotic picture, but with no classical, 
differential pattern. Schizoid and organic markings are not 
found. 
A diagnosis of primary behavior disorder in childhood; con-
duct disturbance with neurotic traits. Recommendation was that 
patient be placed in a small group placement where he could 
receive psychotherapy. Patient was to remain in hospital until 
placement could be arranged. He remained in the hospital Sor 
one year and six months before arrangements for placement could 
be made. 
Discussion 
Impression was primary behavior disorder in childhood; and manifested 
in many neurotic traits such as running away, fellatio with other boys, 
attacking younger children and exhibitionism. 
Patient is a rejected child by both his mother and grandmother. 
His mother tried to rid herself of him by falling down a pair of stairs 
while pregnant. Later threatened to kill him if she were forced to take 
him with her to New York. Grandmother has many ambivalent feelings toward 
the patient with marked rejection now that the boy is manifesting many 
undesirable traits. Since the grandmother works daily there was no 
supervision, therefore, the home conditions were not satisfactory for 
this boy. It is felt that the patient's sexual adaptation is the con-
sequence of a great deal of institutionalization and also lack of super-
vision. It was felt that the patient could adjust in a group placement 
which offered psychotherapy. 
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Case recommended for return to own home 
Case #8 
Louise M. is a twelve-year old girl, who was admitted to 
this hospital in June, 1951. She was admitted for observation 
because of her running away from home. The last episode of 
running away was due to fear of punishment if patient returned 
home after the curfew set by her father. She has completed the 
eighth grade at school. She is Catholic and regularly attends 
church. She comes from a marginal income family. 
Patient's father was born in Boston, attained an eighth 
grade education, has been a steady worker, doing work at a 
market. Since his job requires long hours, he is unable to 
spend much time with his wife and children. By the members of 
t he family, he is regarded as being somewhat strict, more so 
toward the girls than the boys. 
Patient's mother was also born in Boston, attained a high 
school education. She married the patient's father at the age 
of twenty-three. She stresses the material things which she 
has tried to give her children, which possibly has been accentu-
ated by the fact there have been episodic financial difficulties 
in the family. The mother is markedly upset about the situation 
in which her daughter has become involved and has little insight 
into the patient's problem. 
The patient is the oldest of three children, the youngest 
being boys of eight and six. The patient was born in January, 
1939; labor was prolonged as it was a dry birth. There were 
no apparent developmental difficulties. The patient started 
school in kindergarten and the first grade in Boston, after 
which the family moved to a suburb. She is at present in the 
eighth grade in junior high school where she is somewhat slow 
in her subjects. Deportment and conduct in school are considered 
to be good, and the patient is considered a conscientious student. 
According to the mother, the most difficult problem for this 
child has been the child 1 s physical appearance. The mother 
indicates that from the time the child was about ten she "just 
sprouted," and always looked five or six years older than her 
actual a ge. The patient has tended to choose as associates 
older girls, and the mother feels this presents a problem as 
far as the boys are concerned. It is evident that the mother 
has been quite concerned how the boys might "take advantage" 
of her daughter. The mother states that patient has never 
presented any serious problem until now. The mother indicated 
that when the good weather came along, the patient went to the 
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playground in the evening. This was near her home, and she 
always returned at 9:00 o'clock. On May 10, the patient went to 
the playground but did not return. The family waited until 
about 11:00 o'clock and then becoming quite anxious called the 
police. About 1:15 in the morning, the police arrived to 
indicate to the family that they had heard nothing and shortly 
after that the patient came in with a girl friend, Helen. The 
girls claimed that they had been baby sitting in Helen's home 
and both seemed quite nervous. The girls finally admitted that 
they had been in South Boston, where Helen's father lives and 
that they had only talked to a group of boys and girls. The 
father became quite upset over patient's behavior and after the 
police left chastised the patient and restricted her to the 
house for several days. 
On the evening of May 18, after restrictions were relaxed, 
the patient again stayed out late and becoming very worried 
about what punishment she might get, she remained out all night. 
She was apprehended by the police about noon the next day. A_ 
police statement indicates that the patient admitted attempting 
to have intercourse with two boys. Later medical reports cast 
some doubt as to whether penetration actually occurred. Sub-
sequently in the court, the patient was charged with being a 
runaway and it was felt that she would benefit from psychiatric 
examinations. 
During her stay at this hospital, the patient has been 
correctly oriented and given no evidence of any delusions or 
hallucinations. She is physically large for her age and a 
rather good looking girl. Patient states that she was fearful 
of coming home because of expected beating for staying out late 
and for this reason, she remained out overnight. It is appar-
ent that she has been associating with older boys and girls. · 
The patient is somewhat evasive in regard to her sexual experi-
ences and tried to act as well as physically appear older than 
her chronological age of t welve. 
A psychological examination, the Wechsler-Bellevue, 
yielded a full scale IQ of 93, verbal scale IQ of 8 7 and per-
formance scale IQ of 98. The Cowan Adolescent Adjustment 
Analyzer was also given and the summary was: a friendly, 
self-conscious, apprehensive girl, who is equipped with dull 
normal to average intelligence. Her marginal scores on the 
Cowan Adolescent Adjustment Analyzer suggest an overly mature 
girl who has not been able to compensate for varied feelings 
of inadequacy and had difficulty in acceptance of nonfa~ly 
authority. The patient blocked before admitting that her 
mother still considers her a baby and she blocked before ad-
mitting that she is usually to blame for her mistakes. 
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In the opinion of the psychiatrist, the diagnosis is 
vdthout psychosis primary behavior .disorder of childhood; con-
duct disturbance. The staff recommended that the child be 
supervised on an outpatient basis and that attempts be made to 
work with the parent and the child, in order that all concerned 
may gain some understanding of the social problems imposed by 
her physical size and lack of social rna turity. 
Discussion 
Louise is an overly mature girl of twelve. Due to her physical 
maturity, she has tended to associate with older children. This has led 
to disruption at home since her parents consider her still too young to 
do the things and keep the later hours as do the older children in t.~e 
neighborhood. Her father is especially strict with her and severely 
beat her after her first episode of remaining out late. IIlith the memory 
of tl1is beating, patient was afraid to return home late and remained out 
all night. 
The diagnosis was made by the psychiatrist as being without psychosis, 
primary behavior disorder of childhood; conduct disturbance. It was 
recommended that the patient be supervised on an outpatient basis. Attempts 
were made by the doctor and the social worker to work with both the parents 
and the child in order that all may gain some understanding of the prob-
lem: the social problem imposed by her mature physical size and her lack 
of social maturity. 
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CHAPTER V 
SUMMARY AND CONCLUSIONS 
The purpose of this study was to find the factors in the environment 
of eight children connni tted by the court as runaways to the Metropolitan 
State Hospital for observation. 
The writer is aware that there are many other forces operating in 
these children's problems which have not been considered in detail. The 
ones discussed in this paper seemed to be most important in the eight 
cases studied. 
With the questions put forth in Chapter I and the above acknowledge-
ment of other contributing factors, the main finds of the cases will be 
summarized. 
The children studied ranged in age from eight to fifteen years. The 
average age being thirteen years seven months. One was eight, one was 
nine, one was ten, one Vias twelve, one was thirteen, two were fourteen, 
and one was fifteen. 
The IQ scale according to the Wechsler-Bellevue IQ Test, ranged from 
the lowest full scale of 72 to the highest full scale of 109. The scores 
on each reveals that there was one child in the borderline area, one in the 
below average area, two in the dllil normal group and four in the normal 
group. 
The average grade of the runaways was found to be fifth grade. Three 
were in the third grade, one in the fourth grade, two in the seventh grade, 
one in the eighth grade and one in trade school. Unlike the average 
• 
children, the majority of runaways are not graded according to chronolog-
ical age or mental age. 
Disorganizing factors were present in most of the homes, some broken 
by desertion, separation, immorality and death. Drinld.ng was prevalent 
in only two cases. Immorality on the part of either of the parents was 
found in four cases. Rejection in some form was found in all cases 
except one. Desertion by mother was found in two cases. Two of the 
children studied were illegitimate. One girl received too much super-
vision while five lacked adequate supervision. Five children had been 
placed in foster homes; two made poor adjustments while three made fair 
adjustments. Four of the children attended their church while the other 
four did not. Three of the children were Catholic and five were Protestan~ 
Two children made poor school adjustments which might be considered a 
result of their intellectual ability or deficiency. 
k deviation from the desired pattern of both parents being present 
in the home was found in all but one case. The histories of the parents 
indicate such poor influences as immorality, criminality, desertion, 
alcoholis~ and mental limitations. 
Running away to escape impossible home situations, unresolved oedipal 
complex, poverty, or clash of ctuture was present in the cases. S~of 
the children were able to adapt favorably to the hospital setting. 
The diagnosis in the cases were: three were primary behavior dis-
orders in childhood--one with neurotic traits and one with conduct disorder. 
One was psychoneurosis: mixed type; one was schizophrenic reaction: 
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chronic undifferentiated type; one was psychosis: post-traumatic person-
ality disturbance; one was psychosis: associated with organic changes of 
the nervous system with other brain or nervous disease and one was adjust-
ment reaction in adolescence. 
Seven of these children came from a marginal economic group and one 
was in a dependent economic group. All had nervous habits such as 
enureses, mast1~bation, temper tantrums or nail biting. 
Recommendations to remain in the hospital were made in five cases; 
one was to return home and be maintained on an out-patient basis, and two 
were to be placed in foster placement. 
This study has attempted to discover what some of the factors are 
in the environmental development of runaway children. The runaway is a 
victim of his family, school, and conmruni ty; and is held responsible for 
his inability to adapt to the environment society has set up for him. · 
Due to inability of the family to fm1ction as a unit, the family is 
unable to hold the runaway. The lack of unity is manifested by lack of 
love. This is recognized by the parents being mismated, mentally ill, or 
inadequately adjusted. Various other factors enter into the disruptions 
in the runaway's family, such as a difficult economic status. 
The school's failure to hold the runaway stems from such faults as 
inflexibility in classrooms, lack of training of the slight deviate along 
lines of his special abilities, and an over emphasis on the average child. 
Children who are problems both for school and family are an unfortunate 
result. The important point is how long it will be before the situation 
is remedied and the school curriculum enriched and adapted to meet 
individual needs and abilities and disabilities. 
Running away is a normal reaction from unpleasant situations and 
becomes abnormal when persisted in to the exclusion of socially useful 
reactions. 
Manipulation is not the only nor the easiest solution to prevent 
this condition. Treatment at mental hygiene clinics for disturbed 
parents could curtail observational periods in state hospitals for 
delinquent adolescents. Prevention of delinquency could result from more 
co-operation on the part of the schools, churches, courts, and social 
agencies. Thus by early referral of these children using this mechanism 
of defense their energies could be directed i n more useful and socially 
accepted channels. 
~{y!~__x--
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